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THE UNIVERSITY AND THE HFALTH PROFESSIONS

"

Health is the second largest single industry in the lnited States.
(Rosenfeld, 1972, p. 15.)

The most serious shortages of professional persomnel in any major
occupation group in the lnited States are in the health services.
(Carnegie Commission, 1970, p. 13.)

Career choices [of 307,656 entering freshmen] in the health
professions continue to increase not only for doctors and .
dentists, 5.5 percent [from 3.7 in 1968], but also for nurses,
4.7 percent [from 2.7 in 1968], and for other health pro-
fessions, 7.3 percent [from 4.1 in 1968].

(ligher I'lucation, 1973, p. 4.)

These statements epitomize the enormity of the health professions
hoth as an occupational area and as an increasing major of students in higher
education. The responsibility for providing qualified personnel is matter-

of-factly assigned to higher education by the Carnegie Commission:

The Comnission believes that the pro¥ision of highly
skilled health manpower is a special responsibility of
higher education. Thus, one of the greatest challenges
to higher education in the 19708 is to mohilize its re-
sources to meet the need for expanding the education of
professional health manpower. To accamplish this task
the nation's medical and dental schools, along with
- educational institutions training allied health personnel,
\  will need greatly augmented public financial support, but
they will also need to give sustained attention to re-
structuring their educational and service programs to
meet the nation's need for a more adequate system of
delivery of health care.
(Carnegie Commission, 1970, pp. 1, 13.)

This report will concern itself primarily with the latter problem -
the restructuring of educational programs to meet this need. The prinéipal
- perspective is that of a concerned administrator in higher education not that

of one in the health professions. For this reason, some of the suggestions
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offered below and some of the questions raised may miss the exact mark. But
the endeavor is necessary since the responsibility of education, even health
education, is larger than that of individual professions. It falls to the
educational commmity at large and more specifically to academlc admlnlstrators
who must fall back on their own understanding of hlghly complex problems The

objectives of this report are:

To discuss and define health.
To examine the changing nature of health care.
To relate thé’fble of medicine to health.

- To consider the nature of medical education and its
conseguent relatlon to the Umiversity.

To raise questlons about what ‘constitutes the ""health
professions'' in the Un1verslty

To suggest ways in which the Unlver51ty can provide
leadership for the health professions.

To indicate the organization and sgructur1ng of the
various components of the ”health\professlons" in
the University. -

- These objectives are clearly each and every one the topic of considerable
independent study. However, the ultimate goal of this report is to raise
questions about approaches and areas for further research, hoth of which

: :
are presented in a somewhat different frame of reference than is usually
found. (I plan to comment briefly on the nature of much research currently .

being produced in'these areas by way of comparison.)

!

Health and Health Care

Without devoting too much spacc to a definition of health, it is

necessary to at least agree upon some troadly defined concept. Perhaps the

‘
[y
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besi suited to this is that of the World Health Organization: 'a state of
physical, mentai and social well-being." Different groups will tend to be
persuaded by their more specific attitudes or approaches but WHO sets the

- tone. Gerald Besson further elaborates: 'Optimal health . . . [derivgg
from] decreasing the threat of the environment or by raising the capability
of the host to defend ﬁimself.” (Besson, 1967, p; 1904.) If we allow

Besson to contimue, he éxpands ﬁpon this conception -

In the framework of this definition the profession
changes its emphasis. We deal more with people and
less with patients. We deal more with health and
less with disease. We deal more with human con-
dition and less with formal and fixed pathology.

We deal more with sociocultural hazards than with
biological ones. We deal more with a continuance
of care, less with the episode of sickness.
(Besson, 1967, p. 1904.) -

-~

As.early as 1910, Abraham Flexner, the man whose report on medical
education set the model for all medical schools in the United States, wrote
of the physician's preventétive and health oriented function:

The physician's function is fast becoming social and

- preventative, rather than individual and curative.

Upon him the society relies to ascertain, and through

measures essentially educational to enforce, the con-

ditions that prevent disease and make positively for

physical and moral well-being.. It goes without say-

ing that this type of doctor is first of all an

educated man. (Flexner, 1910, p. 26.)

Besson's conception of optimal health and how to achieve and maintain it
through professionals presents an'opinion which broadens the role of health
care from what has been traditionally espcused to one far moré'open to the

pérspective of the social scientist and far more amenible to the notions of
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the néwly developing allied health professions. The time has arrived for

a new definition of health care, thus a reexamination of the health pro-
fessions.  '"All health professions must voluntarily engage in a new re-
lationship with each other and on a continuing bésis. What is required

is tantamount to a genuine inferprofessional effort of ecumenic dimensions.'"
(Pellegrino, 1972, p. 213.) Edmund Pellegrino, Vice-President for the
Health Science at State University of New York, Stony Brook sees an even
greater relationship between health care and educétioq. "The high degrees
6f interprofessional cooperation and'sharing of fesponsibilities_required

in modern health care will dictate greater efforts at interprofessional
education. The organization of all health professional schools into univer-
sity health sciences centers already provides settings fdr cammon or shared
educational programs.' (Italics ﬁine) fPellegrino, 1972, p. 218.) This
interprofessional or ecumenic'gqqperation is even more vital when we note
that in addition to medicine and denfistry there are 124 recognized health
related fields. (Rosenfeld, 1972, p. 16.) Additionally, for eéch function-
ihg M.D., we now need thirteen working health prpfessionais with twice that
many ﬁrojectgd for the next decade. (MCTernanixlgzgi4p. 28.) Clearly, what
is required is a plan for an educational program to prepare:persomnel to

function in revised health care systems.

Medicine and tealth

Solutiong to the production of additional health personnel cannot
. be offéred by simpfy the addition of medical and dental.schools. In his

| ‘Study on Expanded ﬂedical'ﬁducation, Dr. Fdgar lee found. that 'physicians
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could not be considered in isolation from dentists, nurses and other health
professionals because the effective utilization of manpower in-cach of these
fields affects the requirements of the others." (lLee, 1972, p. i-2.) In
fact, while the literatﬁre makes it clear that the UInited States n;eds more
doctors and no one would quibble with this finding however imperfect the
methodology and however much the maldistribution of physicians is perce1ved
simply as shortage of phys1c1ans, a real answer to the health care needs of
the country encompasses a more complex solution than mere concentration én
increasing medical schools. V. R. Fuchs finds that 'the number of physicians
per capita showed nb relation at all to health levels." (Fuchs, 1965, p. 25.)

Even given more precise and better indices of health, more physicians is not

the ‘total solution.

While the total contribution of phy51c1ans to health is

undoubtedly very large, it is possible that their marginal

contribution is small. Tt may be that additional dollars

spent for paramedical personnel, or|/education, or public

health (broadly conceived), would do more to reduce

mortality and infant mortallty than would the expenditure

of an equivalent sum to increase the supply of physicians.

(Fuchs, 1965, p. 25.)

"The evidence, though neither complete nor conclusive, suggests that
a rather thorough examination of medical education is in order. Perhaps medical
doctors are not closely related to average health levels, and if so, it is time.
to adjust our thinking and spending accordingly." (Wing, 1972, p. 153.) The
point being made is that medical education has always held the role of leader-
ship in the health care delivery system. Whatever the changes in the new
system, whatever the new emphases may be, medical education may still provide
a role of leadership if it undergoes self-examination.

}
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Never, perhaps has there been as much need - and as much

opportunity - for a rational examination of the total

activities of medical schools . . . . That medical

education is not the only part:of the system being asked

to reexamine itself is clear. That, as a major part of

the system, it cannot adopt a limited perspective and K

-consider itself to be uninvolved and exempt from ex-

amination is, however, also clear. (Fein and Weber,

1971, pp. 220-1i.)

Every one of these studies recognizes and acknowledges implicitly or
explicitly the major role of the physician in,the'history of health care. What
is needed now is a more comrrehensive view, keeping past systems in mind but

looking toward tomorrow.

Additional research must he done on the future delivery systems of
health care. Future care seems inevitably to be in the form of teams of
health care personnel, rather than being based primarilXWgn#Ehe physician.
Just who and what will comprise these teams need to be determiﬁed.' Studies
need to bé'designed to investigate ébé'staffing needs of health carc teams.

. These results can-thenvbe translated back into 'production quotas' for the -
health professioﬁs and more specifically into educational programs - effect-
ing curricular changes, research nceds, teaching goals, and development of

particular schools such as medicine, or public health or nursing, etc.

Medical Fducation

As mentioned above, the 1910 report to the Carnegie Foundation by
Abraham Flexner established the model adopted by medical schools in this
cquntry.. Effectively Flexner's revort precepitated and finally hrought

about the cessation of the ''commer: ial medical school' and the development
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of & new order of medical education within the ''general system of schools of

our nation." (Flexncr, 1910, p. xvi.)

Clark Kerr describes the effect thus:

Flexner minced no words . . . His scathing report aroused
broad concern and inspired a revolution in the teaching
of medicine in America. He recommended that 120 of the
then existing medical schools [there were 155 in the
United States and Canada] be closed as inadequate, and

he identified them by name. As a matter of fact, nearly
all of them did disappear, and in substantial part, be-
cause of his report. (Flexner, 1968, p. x.)

The Flexner mocdel for medical education is hased on the foundation

of research.

Educationally, then, research is required of -the medical
faculty because only research will keep teachers in con-
dition. (Flexmer, 1910, p. 56.)

The curriculum itself is divided into two, laboratory sciences and
.clinical practice. Howeve:, the need for both aspects of the curriculum to
be closely related Brought about the situation of the self-contained medical

school in which duplication of science teaching is a major result.

The study of medicine must center around disease in
cconcrete, individual forms. The ease with which the
-clinics and laboratories may there illuminate each
other is an uncontestable advantage to both. It is
difficult to imagine effective teaching of pathology,
for example, under conditions where. the operating-
room, the medical clinic, and the autopsy do not
constantly contribute specimens and propound queries
" to the laboratory; and assurediy the teaching of
medicine and surgery cannot proceed intelligently
without constant intercourse with the laboratories.
Any disintegration of hospitals and laboratories is
harmful to both. . . . (Flexmer, 1910, p. 72.)
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Given this emphasis, the Flexner model produces two weaknesses:
duplication of science efforts, concentration on and concern for health care
within but avoidance of health care outside the university. The first pro-
blem is further intensified when we recognize that medical schools are no
longer solely dedicated to the'training of physicians. They also train
post graduate students at all levels (masters, doctoral and post doctoral)
in the basic science areas in substantial and increasing numbers. The
“"teaching responsihilities now include a substantial prOpértion (over a0
percent) of the education of interns and residents in the United States,
primarily for subsequent specialty practice; the education of graduate
academic students who are principally destined to reccive Ph.D.'s in the
basic meddcal sciences; the education of post-doctoral students who are
allied to the two previous categories; the continuing education ofkpract—
itioners; and the education of some students in other professional schools."
(Wing, 1971, p. 76.) Additionally, preparation of personnel for medical
managemeht and medical education has enlarged medical education appreciably

without enlarging the number of practicing physicians at an equal rate.

With fully developed science programs, medical schools turn to-
ward the federal govermment as a source of funds for rescarch. In 1964-65
medical schools received-342.9 millions for sponsored research (excluding
overhead) accounting for "just over half of the total medical school ex-
.penditures in 1964-65." (Wing, 1971, pp. 85,.86.) Flexner's model has
indeed created massive research centers out of many medical schools. At

the same time that the basic sciences have heen developed in the medical
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school, they continue to have a part in the university as a whole. The re-
lationship of the sponsored research to the program in the medical school

has been examined by Wing and Blumberg. They find -

Sponsored research does not seem to be tied to medical
undergraduate programs in any specific way. . . .
undergradunrte program size is relatively independent
of other educational and research programs at medical
schools. . . . there are no medical schools which re-
quire original research of candidates for the M.D.
degree, and the research-oriented schools already
produce larger proportions of basic science students.
. + . the ratio of basic science students to medical
undergraduates is about 1.4 at the research-oriented
(1arge) medical schools and about 1.7 at the mon-
research-oriented (small) schools. (Wing, 1971,

pp. 87, 92, 94.)

Ultimately they found,

a very marked positive correlation between sponsored
research expenditures at medical schools and the pro-
portion of alumi from these schools who subsequently
became full-time researchers:or medical school faculty
« . . . it suggests that continued heavy support of
sponsored researcn in medical schools may lead to a
decrease in the number of M.D. graduates wishing to
enter practice. (Wing, 1971, p. 97.)

The implications of these findings are clear. While research is
necessary for science and for graduate students in medicine we still need to
determine how much is needed to produce an M.N. or, more broadly, the auestion
to ask is whether a closer relationship between the science program in medicine

~and the science program in the university would not benefit both at the same

time it would not harm the undergraduate M.D. program.

In fact, coupling this with the nower programs developing in law and

t
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medicine, engineering and medicine, sociology, economics, etc. and with the
newer models of medical education developing, it hecomes very significant
that we reexamine the role of basic sciences-in the medical school. The

intggratéd science model is reported hy the Carnegie Commission places all

basic science and social science instruction on the Main Campus. This

leaves the medical school with the task of clinical instruction (as in Fngland
where medical schools are basically teaching hospitals). Further, the diver-
gence in curricula is clearly necessary between a course in anatomical tech-
niques in veterinary medicine and the medical school; between a course in
pharmacology in medicine and one in the school of pharmacy. But one wonders
at the amount of core material being duplicated that could be adequately
presented as just that - basic core material. Examples well beyond these

two exist suggesting that concepts of core curriculum in all health areas be

investigated as well as combination of some sciences with the Main Campus.

Finally, the second alternative to tha Flexmer research model is

the health care delivery model,

Where the medical school, in addition to training, does
research in health care delivery, advises local hospitals
and health authorities, works with commmity colleges and
comprehensive colleges on the training of allied health
personnel, carries on continuing education for health
personnel, and generally orients itself to external ser-
vice. (Carnegie Commission, 1970, p. 4.)

This alternative moves in the direction of the combined or inte-

grated medical approach with its emphases on health care deliveiv.

Whatever the outcome of research on new models and patterns for




-11- -

medical education, one thing is evident - a diversity is necessary. The
need which once existed for the Flexner approach no longer prevails. New
developments in health care delivery, in the health sciences, in the quality
of science education in the university have made integrated, ecumenic

approaches not only desirable but necessary both for the betterment of

health care service and for the conceptual expansion of medical education.

, B
Health Professions

Traditionally certain schools have subsumed under the rubric

"health professions': Medicine, dentistry, nursing, phammacy, optometry,
and osteopathy. The latter chree have been accepted more slowly and old
school thinking in medicine still finds some difficulty in accépting
optometry and osteopathy as legitimétc health sciences. But by and large,
these six are clustered together as health sciences in uniyersities which
offer them. Without question, the new schools of public health with their
emphases on environment, industry, commmnity, and preventive medicine are
included as part of the health professions.. Because of its closeness in
kind to the educational experience of medicine, veterinary medicine is in-
cluded whenever present. This leaves fhe entire field often collectively

labelled allied health.

The allied health professions need some discussion on their own.
When we speak of health professions, we dé not.mean all workers in health
éare; rather we includc those workers whose positions require technical
training and possibly a four year college degree. (Some health occupations

require a two yesar associate dggree.) Further, when we speak of allied
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health professions, we include by some counts as many as 124. health re-
lated fields requiring technical training and some post secondary educ-
ation of a more general nature. This group of allied health or health
related professions include the more well known fields of physical and
occubatidnal therapy, industrial hygiene, hospital administration, medi-
cal technology, medical record librecrians, x-ray techndlogy, dietetics,
nutrition, oral hygiene, dental assisting, as well as some very new
specialties in renal.teChnology, para-medical and physician assisting
programs, laboratory research technologists, hemetologists, therapists
in areas besides physical or occupational, such as rediation, hospital
attendants. Secondary areas which are supportive of the various health
professions but do not yet require health education have grown rapidly
with various needs and new discoveries:  Animal handling (for both
veterinary and medical schools), general laboratory assistant;, atomic
enérgy and radiation specialists, etc. These occupations are necessary
to but not included in the health professions. Thus allied health is
‘hore directly related to health care delivery and patient care or to
directly assisting the primary health professional in his/her research

_or patient care.

If as the suggestion has been made we begin to look at the object
of the health care delivery system as less of a.formal "patient” and more as
a total person who is helped to better and more constructively cope with the
existing enviromment, we might want to consider other programs as having ah

integral relationship to the health care delivery system. A patient-oriented
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system far morc than a disease-oricnted system will he amenable to the in-
clusion in the health care team of those professions whose background is less
‘science centered and more so;iblogically and pyschoiogically centered. Thus,
significant participation on the health team must be accorded clinicaly psy-
chology, speech'and hearing therapy, psychiatric social work, and medical
social work. These professions are not accorded the same status as any of
- those, including allied health fields, in primary health care professions.
This is obviously the result of the stronghold held by medicine with its
heavy science orientation. However, census figurgs‘for 1960 show that one
- percent of health care workers fall into these categories. This represents
123,744 jobs. The numbers may have more meaning when viewed in comparison to
other health occupations. Dentists account for 4.3 percent or 86,887 positions;
optometrists .6 percent or 16,205; psychiatrists and neurologists .6 percent
or 11, 185; physicians and surgeons (M.D. and D.0.} only 11.0 percent, 222,567.
(Weiss, 1968, pp. 48-64.) These professions then include a substantial number
of persons working within a total health care dclivery system. Their con-
tribution cannot be slighted. In facf, their incorporation into the health
professions'as accepted members of the team is dependent upon-a hroadened and
more encompaésing view of the future of health care.-

Although there is a disagreement about the precise nature

of the changes that are likely to occur, there is agree-

ment that change is inevitable and imperative, and there

is some consensus about its general outlines. There will

be much greater empahses on achieving effective function-

ing of true health care teams. . . . 1here will be a shift

to greater emphasis on care outside the hosgi::l in a wider

variety of health care facilities than has available

. . . . greater attention will be paid to preventive epidem-
iology, population problems, control of water and air
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pollution, envirommental sound levels, and related probiems.
;Note that this means a greater commection to Engineering

ields.] New therapeutic techniques will require new tech-
nologies, new kinds of trained persormel, and ¢ ration
of individuals as a closely integrated unit. [Italics
‘mine] The education, service and research functions of med-
ical and dental schools will become more effectively oriented
‘to the shift from a nonsystem to a4 system of health care de-
livery. (Carnegie Caﬁgission, 1970, pp. 31-33.)

University Leadership

The thrust of all the ahove remarks, suggestions, and questions is
to place the responsibility for leadership in the hands of higher education.
Now, when manpower needs are growing (evidenced in all studies on needs) in

all areas of the health professions, there is an Oppoifaﬁity for effective,

- \
creative leadership to take hold.

The university medical centers have become loci of
sophisticated diagnosis and treatment. Their in-
fluence extends to the practioners of the surround-
ing commmities, resulting in a general increase in
the quality of health care in some areas. But the
centers' effect on the quality of care in their
comuinities is far less significant than it could
be if an effective health care delivery system be-
came a primary element of medical center concern.
(Carnegie Commission, 1970, p. 25.) -

Some suggestions have alreﬁdy been made about what needs to be done.
These fall into the area of research and careful revision of curricula. As
Edmund’Pellegrino notes, ''the time is propitious for a continuing, cooperative
and mutually acceptable realigiment of tasks existing among health professions,
and a definition of new professions is needed." (Pellegrino, 1972, p. 217.)

Following from this will be a new design for educational programs. The in-

creased demand for delivery in teams will coerce greater interprofessional
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cooperation and greater interprofessional education which will in turn
necessitate closer relationship among various professions at the training

level.

More sharing of curricula, classrooms and lectures could provide
a start at this cooperation. Of neceséity it will effect curricula revision

allowing for a reexamination of programs and hopefully even a financial

saving.

Greater flexibility in educational programs without destruction of
program quality will enhance oppértunities for women and minorities to enter
the more traditionally hostile but higher prestige fields. Thus health educ-

ation can become responsive to societal needs on more than one level.

Greater curricular flexibility (ofter coming only after considered
thougﬁt and possibly some research) should be designedlalso with a goal for
professional mobility. As long as a hierarchicél relationship exists among
the various health care perspnnel, there will always be those who want to

move.

Considerable continuing education programs need to be created and
sustained - to keep professionals up to date with the latest technological
developments and techniques and to bring back those who have taken time out

of their careers.

Close cooperation by the health center of the university and health
programs in other posf-secondary institutions, including possible sharing of

faculty and physical resources -should be explofed and maintained, especially
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in associate and technical programs of allied health.

"Careful integration of instruction in the biomedical sciences and
social sciences between university health science centers and departments on
major university campuses should be achieved." (Carnegie Commission, 1970,

p. 93.)

A.Extensive research into alternative systems of healfh care de-
livery should be conducted. This research should be approached by teams
from various disciplines within the university-sociology, economics, admin-
stration, engineering, psychology, etc. in cooperation with teams from the

various health areas to insure rich perspectives.

Greater involvement between the university health care delivery
system and the various commmity agencies (includihg.the obvious traditienal
| ones such as hospitals) should be explored as a means for clinical experiences
for the entire range of health stﬁdents. This involvement can aiso pursue a
strong emphasis on public education for preventi&e medicine.. It will also
serve to bring éommunity,'university and health scieQCes into a closer re-

lationship of cooperative effort.

Different modes of'training physiéians ought to be'explored as was

suggested under Medical Fducation especially with regard to biomedical sciences,

basic sciences and <ven clinical experiences before necessary expansion and de-
- velopment of medical schools occurs. Possibilities of apprenticeship periods
for interns and residents might be investigated with physicians in private

practice and commmity agencies rather than strictly teaching hospitals.
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Greater concentration on the teaching in expanded undergraduate
health programs might encourage more students to enter clinical practice

without sacrificing any physicians interested in research.

Deliberately left untouched has been financing. This is a com-
plete area of research in and of itself and the university might well serve
itself by utilizing its talents to work out plans for new methods of financ-

ing health education.

Finally, universities should serve in a major role to help deter-
mine the location of new health education centers, whatever their nature be:
Regional cénters, area health education centers, university health science

centers, district health education centers, etc.

| These are but a few reccnmwhdations that university health science
areas could adopt to provide aggressive and medningful leadership. They
cover both soc1eta1 needs and inmovation within the university structure
itself. Scattered throughout the Carnegie Commission Report of 1970 are _
many other recommendations vhich if adopted would also bring about a leader-
ship role for the health sciences. They are recommendations which should be
given due cons1derat1on and cover add1t1onal areas not - -treated here, as well

as provide greater depth not possible in this report.

University Organization

Assuming for the moment that only a minimal number of the ahove
changes are‘'approached, I find that major attitudinal change will nonetheless

be necessary within universities. Additionally, structural or administrative
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changes will have to be effected. The focus of many of thése suggestions
is toward greater plamning in.eXisfing as well as emerging and unborn pro-
grams., Thelcombined effecf‘of these éﬁggestiOns is to greatly emphasize
the public service role of the university, increase the research on health
delivery systems and involve the university more activély in the future of
the national health delivery systems. Internal change will be major given
curricular changes, development of educational programs for new health
professions, and the interrelations of these to each other and the univer-
sity at large.. All of this implies the need for a fesponsive administration.
The first recommendation then would be the creation of a position within the
health sciences which.would prdvide for the integration within the health
‘sciences and for commmity planning functions noted above. Such-a position
could exist 6n1y at the toﬁ level of administrative hierarchy. Thus, it is
probably quite necessar? to appoint a vice-president for the health sciences.
This . . . [appointment] could improve intégration of academic
programs, permit better program planning and budgeting and
help foster a closer integration of undergraduate and pro-
fessional programs in the health sciences. (P.R. Lee, 1972,
p. 28.) ‘
This position is endorsed by those few reports which consider the administrat-
ive structure of the health sciences however minimally - the Carnegie Comm-
" ission Report of 1970 and the Josiah Macy Jr. Foundation Report of 1971.
The Macy Foundation notes ''the principal roles of the vice-presidenf are
those of coordinator, arbitrator, long range plamner, director of public

relations, and inncvator and guardian of center wide policies.” (p.23.)

Clearly, differences of perception exist regarding this position. But
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~clearly too.a concensus of opinion regarding the need for a centralized, all
encompassing position-dealing with internal and external planning exists. The
extent of consensug is clear in the 1971 survey of chief administrative officers
of university medical centers. The first administrative element necessary to
the opération of a university medical center of the near future (1980).15:

"A chief‘administrative office of the UMC [tniversity Medical Center] directly
acccuntable to the university president with immediate line authority over

the units comprising the IMC." (Flder, 1971, p. 37.) The basfc assumption
here, of course, is that the health sciences should be an integral part of tﬁe

university in their functioning.

The line of authority from the vice-president to the rest of the
university needs some discussion. Since a single direct line to the president
carries with it the deep potential for divisiveness in that it effectively
severs the health sciences from the rest of the university‘and creafes a mini -
health professions institution of higher education, this alternative should be
avoided. All prior discussion has been tcwar? integration rathcr than separ-
atism, especially with academic-programs. Thﬁs, while it is necessary to have
a line of authority from the vice-president diréctly to the president, it is
also necessary to have a line directly to the provost or-vice-president fof
Academic Affairs. A necessarily close cooperation must exist between these
two officials. However, to preserve the academic integrity of the university
as a whole and to add stature to the health professions academically, the chief
academic officer of the university must retain final authofity on academic

matters including: Program/curriculum thange, éppointment and tenure of
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faculty, educational requirements for'studénts. Again, without close cooper-
| ation, the potential for division can emerge as a reality and split the univ-
ersity. With cooperatlve effort, more and more can be effected to create an
integrated academic approach to the education of health professionals and to

the production of valuahle research.

The lines of authority reaching upward to the vice-president have
to be dependent upon what school or colleges (used here interchangeably) are
contained within the health areas. Howerer, each area reporting should be
autonomous and reporting through its own dean. Thus, allied health should
be represented by a dean, equal to medicine, nursing, dentistry, public
health, etc. Although a major force of this report has been toward in-
tegration, there is a difference between integration and submission.. Any
structure less than a school/college with its own dean reporting directly to
the vice-president will create animosrties and negative prbductivity as is
evident in existing situations. The dégree of independence necessary to
promote positive and construcrivc\negotiations towards cooperative inte-
gration comes from a self-perception 6f equality. While somewharlartificiél,
the equal treatment of administrative units by equal appointments‘of deans

goes a long way toward creating an internal and an external sense of equality.

As mentioned above, the school Of social work can be viewed as an
important part of the health sciences. W1thout making this school directly
responsible to thc vice-president for health,flt is possible to have direct
and serious commmnication take place. This is especially necessary when the
hospital situation is under consideration. Clinical psychology, itself a sub-

unit of the department of psychology, has as strong a need to be involved in
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the hospital though in its relationship to the other schools of the health
professions it is in a rather tenuous position. Possibly most comparable
in size and functioning to an individual allied health profession, this
area definitely ought to have some lines of commmication open to the vice-

president, but they could be less formal than those of a total school.

A final major consideration of this report is the relationship
of the university hospital(s) to the health sciences. A short paragraph
canno?. do justice to this problem. But, certain problem areas can be
pointed out. An obvious and hasic function of the hospital is to provide
a clinical setting for students in the health complex. (This descr1pt1on
in no way intends casualness with regard to the patient care provided.)
Traditionally, the dean of the school of médicine has had direét sﬁpervision
over this function of the hospital; in fact, many have had direct control of
the hospital itself.  Fven today there are deans of medicine who feel strorgly
that universitf'hospitals should report directly to them. Actually, ""Today
three out of four hospital directors report to a vice president." (Macy,
1971, p. 25.) Since the}hospital director has the direct responsibility for
the business managemént of the hospital the vice-president is probably the
best office to which the hospital can report. But this answers only part of
the éﬁestion. Every school within the health sciences has need for a clinical
outlet. while the university hospital is far too small to proVide that service
to all students,.tﬁis need is one that must be determined by all participants,
not just the medical school. Thus, one solution which presehts itself as a

potential is the creation of an integrated coordinating board or hoard of
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trustees, This board would contain representatives from all areas (includ-
ing social work and clinical psychology) and would be responsible for
coordinating the teaching role of the hospital with the necds of the schools.
Another group, also comprised of representatives from all areas might be
appointed with the express purpose of plamning for the cliﬁical needs of

all students. This would provide a plan for the vice-president in establish-
ing comunity affiliations. The point is though that there must be equal
access to planning the use of the hnspitai. Clinical experience is a need
which is shared by all areas. To relegate this to the school of medicine
has a patronizing effect on other schools which might be prevented from the

start by means of a ccordinating hoard.

Available Literature

Beginning this report with an idea of discussing’the relationship
between the university and the health professions, 1 sought literature on
that topic. Ahmost nothing has beén published discussing eifher this re-
lationship directly or the ways in which the healthvprofessions might best
be organized within a university. The Carnegie Commission and Josiah
Maéy, Jr. Foﬁndation feports_are probably the only two with anything'diréct
to say. The Flder Dissertatibn on Missions and Administration provides
| suhstantial corrorborating and sometimes explanatory data in presehting the

self-perceptions'of unjversity medical centers. (See Appendices A and B.)

The most extensive literature, though only indirectly profitable
for this'study turned out to be that discussing lman power needs in health

areas. The basic literature in this area establishes the shortage of
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physicians and other professionals and emphasizes the need for developing
new schools and centers. This litefature pointed out that the future of
health care would have to lie with developing of systems of delivery which
in turn would affect the product of schools which, of course, piaces the
burden hack on education. Finally, the most interesting and most useful
literature, again indirectly so, was that devoted to cost-benefit analysis.
. From this literature came useful insights otherwise obscured by present
practice. Selective materials on systems, systems analysis, planning,

and planning models served as background material to direct my perspective.
Ultimately, the most valuable resource was direct conversations with deans,

faculty, university administrators, and students in the health professions.
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APPENDIX A

University Medical Center Missions for 1080

In 1968 Umiversity Medical Center Administrators formed the
Organization of University Health Center Administrators, Inc. (OUHCA) .
The membership fér September 1970 ranged throughout the United States
(including Pmerto Rico) and Canada and mumbered sevénty-qne. This
organization subsequently changed its name in August 1971 to Assoc-
jation of Academic Health Centérs (AAHC) . ' |

In May 1971, Owen Elder, Jr. undertook a survey of the l. S.
members of OUCHA to determine ''the missions of the university medical
center of 1980” (p. 51). (A university medical center, UMC, is defined
as "the unit of the university which includes a College of Medicine and
at least one additional college for the education of health professionais.”
(Elder, 1971, p. 1.) Since the fourteen.missions presented for ranking
on the questionnaire were culled from available literature, and since only
gight other missions were added by informants, the list represents a rather
comprehensive'as well as accurate description of the missions medical
center see themselves fulfilling in 1980. Of the fourteen presented,

three were rejected as not being the missions of the UMC in .1980.

Fifty-one of sixty-six U.S. members answered this cuestionnaire.
These missions are included below (in ‘descending order of imporfance) to

indicate the self-perceptions of WMCs and for comparison with material




-25-

included in the body of this report.

1.

10.

11..

Train physicians and dentists to meet the needs
of a given area. _

Deliver patient care of the types needed 1n the
teaching programs of the UMC schools.

Train all types of health manpower to meet the
needs of a given area.

Conduct basic research in the bio-medical sciences.

Conduct applied research in the delivery of health

. care.

Utilize the highly specialized expertise of the
UMC faculty to provide health care to referral
patients.

Provide continuing education programs for phy-
sicians and dentists to meet the needs of a
given area. .

Provide consultation service to health care
facilities, commmity health organizations,
comprehensive health plamm agencies, and
institutions which train health manpower in
a given area.

Provide muiti-level, inter-school clinical team
training for students in UMC schools in those
combinations in which they will later work in
actual practice. _

Conduct'applied research on the methods of train-
ing health manpower.

Provide continuing education programs for all types
of health manpower to meet the needs of a given area.

The following three were rejecte’df

1.

Maintain a balance of racial, ethnic and social-
economic backgrounds in the student populations of
IMC schools representative of that of the area:-served
by the IMC,
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2. Deliver comprehensive health care to meet the needs
: of the commmity immediately surrounding the UMC.
3. Perform general social service, not directly re-
lated to health care, to meet the needs of the
commmity immediately surrounding the UIMC. .
. (Elder, 1971, pp. 36-37.)
However, note that the first in the list of rejections conflicts to some

extent with the fifteenth element in Appendix B.
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APPENDIX B

Administration of UMC in 1980

In July 1971, Owen Elder, Jr. undertook a second survey of the
OUHCA. This time his questiomnaire included twenty-two statements. This
questionnaire was designed to determine what administrative eleménts were
important in order to accomplish the eleven missions established by the
first questiomm:lre_. The twenty are .listed below in descending order of

importance as established by the survey:-

1. A chief administrative officer of the IMC directly
accountable. to the university president with immed-
iate line authority over the units comprising the UMC.

2. A mechanism for deriving a clearly understood statement
of the costs of each of the programs of the UMC and
their means of financial support.

3. A medical center council composed of the deans of the
UMC schools and directors of patient care units to
advise the chief administrative officer of the IMC.

4. Organizational and procedural arrangements that will
provide an interface between the administrative and
the instructional, resesrch, and clinical aspects of

_ problem solving in the UMC.

5. Organization and administration of the UMC based on a
: comprehensive philosophy of management.

6. Active participation by the governing body and admin-
istration of the IMC in the development of public
licy at the nat1onal regional state and local
evels

7. Broadly representative, medical center wide planning
committees to review periodically the instruction,
research and service programs of the !MC in relation

_to its missions as well as those of the parent univ-
ersity. .
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8. ° Operation of the patient care and health service pro-
grams of the UMC to serve cumprehensively all of the
teaching programs.

9. A comprehensive public relations program for the UMC.

10. A IMC organizational structure based upon functions
to be performed rather than on traditional disciplines.

11. A mechanism for conducting functional analyses of. the
various aspects of healtb care in order to redefine the
roles of health professionals and practitioners.

12. A mechanism for exerting pressure upon federal, state
and ‘local governments, private foundations, corporations,
and wealthy individuals to acquire financial support that
is consistent with the missions performed by the UMC.

13, Utiiization of experts available in the university (within
" and without the UMC) as interdisciplinary task forces to
engage in research on the broad aspects of health.

14, A mechanism for deteminmg the health manpower needs of
the area served by the UMC.

15.  Recruitment of students from lower socio-economic and:
minority group backgrounds for the UMC, especially for
medical and dental schools.

16. Operation of clinical facilities to provide conq:rehenswe
health care to spécified populations.

17. A management develcpment program for administrators at all
levels in the UMC.

18, Educational special'ists at the UMC and school levels to
advise on curriculum, methods, etc.. ‘

19. Utilization of iﬁemtions research techniques for planning
and control in '

20, Representation of the broad corstituencies served by the
’ university medical center (UMC) in the membership of its
governing broad and visiting comnittees
(Flder, 1971, pp. 37-38.)
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Note that number fifteen is a variation of the totally rejected mission in

Appendix A.

The organization and administratmn of the UMC of 1980 reflect
many of the ideas presented in the body of this report. Chief among ad-
ministrative elements is the top officer heading the entire UMC or ﬁealth
scienceé. Elder points out that as late as the mid-1950's there were very
few universities with a single head of an area designated health sciences
or 'medical center." 'I’}iis is a very recent and quite rapid development.

In fact, the Macy Report of 1971 recommends (as does P. R. Lee and others)
that a chief officer be so appointed. That this position is a necessity
for accomplishing the missions of 1980 is even further proof of its sig-
nificanée, especially when we recognize that many of the eleven missions for

1980 are current missions of UMCs.

A 1969 survey of the membership of CUHCA reveals that of thirty-
eight responses of mam.hers!m are NOT also deans of their medical schools,
15 are! vice president, 6 Chancellor, 4 provost, 1 director, 1 vice-chancellor
and 2 coordinator. (Eight are from non-university groups.) Of these, the
bulk (twenty-six) éssinﬁed their posi'tions"in 1965 or later. (Elder, 1971,

| pp. 62-63.) So the concept of a. ch1ef admmistrator of the health sciences/

professions or UM? is quite new but also very strong.

A new concept, one likely to einerge from the type of curriculum

change and emphases on the team approach to health care delivery (see Mission 9,




-30-
Appendix A) is boint 11:‘ organizational structure along functional lines.
This structure will also derive from functional analyses of the many aspects
of health care. Such analyses will no doubt precip1tate a redefinition of
roles and functions of the professionals delivering health care which in
turn points back to the education of new personnel and alternative means
of educating personnel thus other organizational structures. The process
may seem circular but more precisely it follows a spiral climb, never quite
slipping back to the starting point, hopefully utilizing the past for growth

and not mere repetition as in the circular process.
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